To the Editor: Lung ultrasound (USG) has been well studied for diagnosis of pneumothorax in adult emergency care; however limited data exists on its application in critically ill neonates [1, 2] . We report two cases of pneumothorax detected by lung USG in suddenly decompensating neonates.
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Our first case was a term infant with birth weight 2590 g, diagnosed to have esophageal atresia with tracheo-esophageal fistula. He underwent a right-posterolateral thoracotomy with primary repair and ligation of fistula on day 1 of life. Postoperatively, he was mechanically ventilated but on day 2, he had sudden deterioration with increase in oxygen requirement from 0.25 to 0.70. Transillumination was positive on the right side and corresponding lung USG done (using Sonosite M Turbo machine with 13-6 MHz linear probe) at three standardized BLUE points [3] showed classical signs of pneumothorax in the form of multiple A lines, absent B lines, absent lung sliding, Stratosphere sign in M mode and lung point [3] . Chest radiograph confirmed the presence of pneumothorax.
Our second case was an infant, born at 36 wk with a birth weight 2500 g, who developed respiratory distress soon after birth requiring continuous positive airway pressure. At 5 h of age, he deteriorated in the form of worsening respiratory distress and signs of poor perfusion, requiring mechanical ventilation and inotropes. Transillumination was negative. Chest radiograph showed a small left sided pneumothorax which was missed by the resident on call. Corresponding lung USG showed classical signs of pneumothorax as described above. Chest X-ray cross table lateral view later confirmed presence of small pneumothorax. Thoracocentesis was performed following which he improved and repeat chest radiograph showed resolution of pneumothorax.
Lichtenstein et al. had described the classical findings of pneumothorax. In normal lung, lung sliding sign due to sliding of the visceral pleura against the parietal pleura is seen in B mode as sparkling below the pleural line and in the M mode, as a sea shore sign. In suspected pneumothorax, one should first detect abolished lung sliding and that translates into the standardized Stratosphere sign in the M mode. The next step then is to visualize A line sign and a negative search for B lines in the field. This is called A / profile and suggests pneumothorax. Presence of even a single B-line rules out pneumothorax. Only when this is established, the next sign sought for, which is pathognomonic for a pneumothorax is the lung point. This is the junction between pneumothorax and the lung, when sudden transition from abolished lung sliding to presence of lung sliding appears [4, 5] . Both our cases had all classical signs described above, irrespective of the fact that in one of them the pneumothorax was not found on transillumination and nearly missed on chest radiograph.
